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Executive Summary

I. Introduction

In recent years, th&).S. Department of Health and Human Servimsembracedvaluebased purchasing
(VBPrsastrab3e& F2NJ 6KS aSRAOFNB LINPINIY G2 I OKAS@GS INE
measured by quality outcomes and cost of cavéhile definitions of VBP vary, the general policy
objectives are tanoveaway from feefor-service paymers, to payfor health carequality versusquantity

of services providedind toincentiviz the provision ofpersoncentered, coordinated cardJnder these

policies, providersthat participate in Medicarare held financially accountable for both the cost and

quality ofhealth careservicesWhile strong incentives faachieving VBP objectives aratical, it is also

important to apply such incentives faitlythat is, to recogniz when these incentives place certain

providers at arelative disadvantageln this regardthere has beertonsiderablediscussion omwhether

VBP programshould account for differences in populations betwegaoviders and, in particular,

whether programs should account for beneficiaries vetitial risk factors people for whom factors such

as inome, housing, social support, transportation, and nutrition might adversely affect access to health
services or desired health outcom&5The ongoing transition to VBP has been accompanied by growing
NEO23ayAdAz2zy GKIFG (G2 | OXKKASHSKSILt DR QIORSORIVEASNE KS
social and community services to address social risk faéfareese services most often are provided by

networks of nonprofit communitybased organizations that have lostanding, trusted relationships

across the nation, in both rural and urban communities.

This Report will explore emerging trends among providers who are addressing social risk factors in part
by developing linkages with social service and other comminziged organizations.

Congress resmded to the need to develop highuality evidence to guide policy decisions about the role
of social risk in VBP in part by calling for this Re@®ettion 2(d) of the Improving Medicare Péstute
Care Trasformation (IMPACT) Act of 20(R.L. 113183)calked for the Secretary of Health and Human
Services (HHS), acting through tbffice of theAssistant Secretary for Planning and Evaluation (ASPE), to
O2yRdzOG | &aiddzRé S@Fftdzr GAy3a GKS STFFSOG 2F AYgRADARMZ
measures of resource use under the Medicare progréhe statute requires four components:

1 éStudy & 2&vhich focusedn SESnformation currently available in Medicadata, andMedicaid

eligibility and urbarversusrural location® Study A introduced th broader concept of social risk
factors to replace SES and was submitted as a Report to Congress in December 2016.

I Note thatin this Reporthe teNY & LINE GARSNBE ¢ Aa dzASR (G2 AYRAOFGS LKe&ai
facilities, Medicare Advantage contracts, .etc

2¢KS GSNXY a{ddzR& ! ¢ A& 0 |lsecthR2(BYW) af tkeSmpioiing Mddic@a\Edsicyte vy R G S 7
Care Trasformation (IMPACT) Act of 2014

3 Improving Medicare Poskcute Care Transformation (IMPACT) Act of 28&4tion 2(d)(1)(A)
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Executive Summary

 ¢Study E ¢ geKpar@the analyses by using Adedicare datasets texamine the impact of
risk factors on quality resource use, and @thmeasuresis the subject of this RepottStudy B
was due to the Congress in October 2019.

1 An examination of noiMedicare data sourcefo inform and contextualize Studies A and B
focusing on data availability and usd@he National Academies of Sciend&ngineering, and
Medicine (NASEMrepareda set of five reports commissioned BpPEndreleased in 2017 on
this topic ThisReport builds on and extends the NASEM data work

1 Recommendations by the Secretary on 1) how CMS should obtain access tadissarg data on
SES (if the data is not already being collected) and how to address barriers to access to the data,
and 2) how CMS should account for SES in quality, resource use, and other measures and in
payment adjustments based on those measures, ufiiéls A and B find a relationship between
SES and quality and resource use measures

This Report presents the results of Stiglgnd builds on the framework and considerations introduced in
Study A. This Report addresses three policy questions:

1. Shouldsome2 NJ I f £ 2 WaluelfasedpOrehdEhq@rograms account for social risk by
adjusting measures and/graymentbased on those measures

2. Should HHSoutinelycollectY 2 NB SEGSY&aA GBS | YR R SdbdiakriskadorsR I G 2
than iscurrently available?

3. How canHHS achieve better outcomes for all Medicare beneficiarigadiiitating the ability of
providers and communities to address social risk factors and integrate health and social services?

The first two policy questions are guided b INB a4 Q NBIljdzSaid F2NJ { idzRe . o
FAdZNIKSNAE |1 { Qa 32 lcomedifér alAMedids® BeSefickutethis iRéport2used both

Medicare and nofMedicare data sources to address the policy questibmaddition, this Report dlines

policy options that could potentially address social risk factors, and quantifies the impact of these options

on providers serving beneficiaries with social risk factidralso expands on the data findings requested

by the Congress in Study C.rAgquired by statutethis Report provides evidence and recommendations
NBfFGSR (2 GKS AaadzsS 2F | 002dzyAy3 FT2N) a20AFf NIai
since VBP programs are only one part of the larger goal of providingv8ligh, personcentered care, it

also addresses the current state of efforts and future options for more comprehensively addressing and
integrating social risk factors within the Medicare program and the broader health care system.

Il. Main Findings

Study Alai® dzi GKNBS a0NFGS3aASa F2N I O0O02dzydAy3a F2N) a2 O0A
all Medicarebeneficiaries receive the higheguality healthcare servicesThe findings in this Report

reinforce the need for such strategidoposed solutios that addres®nly the measures or programs

without considering the broader delivery system and policy context are unlikely to mitigate the full

4 Improving Medicare Poskcute Care Transformation (IMPACT) Act of 28&4tion 2(d)(1)(B)
5> Improving Medicare Pogicute Cardransformation (IMPACT) Act of 2Q0$#ction 2(d)(1)(C)
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implications of the relationship between social risk factors and outcori®P programs need to be
leveraged © enhance access to and provision of higlality care for beneficiaries with social risk factors.

The findings in this Report build on those of Study A, particularly the strategies for accounting for social
NAal] Ay aSRAOIMGEr&ldy & . ¢ KFIINPAMWE v 33 ®NI 6 S3Iex aYSH adaNB
O2ftt SOGAY3 YR dzaAy3d a20AFf NARA] AYyF2NXIGA2Yyd ¢KS
to the use of social risk information in quality and resouise measures and in VBP programs. Finally,
GNBGFNR YR &dzLILIR2 NI o06SGGSNI 2dzi02YS&aé¢ FRRNBaasSa (K¢

Figurel.1. Strategesfor Accounting for Social Risk MeR A O | NB Based PurdhakiBg Programs

1. Measure and
Report Quality
for beneficiaries

with social risk
factors

Accounting for Social
wAal Ay as$
Value-Based
Purchasing Programs

3. Reward and
Support Better 2. Set High, Fair
Outcomes Quality
for beneficiaries Standards
with social risk for all beneficiaries
factors

Looking across the quantitative and qualitative analyses conducted for this Report, the following three
main findings emerge.

A. FINDING 1: Beneficiary social risk information is not routinely or systematically cigtbacross the
health care system, and there is not always standardized terminology to capture beneficiary social

risk information.

A prerequisite to measuring and reporting quality for beneficiaries with social risk factors is knowing
0 Sy ST A O &lneElsSA dansigteéhtQieme found throughout the qualitative research in this Report
gra GKS f1 01 2F I @FAtFotS AYTF2N¥IGA2Y -Bwlsami8lySTAOA
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risk information is collected, it may be recorded using ofehe many screening tools available and
documented in varying locations, including electronic health record (EHR) fields, free text notes, or as
diagnoses. This lack of standardization in data collection and documentation makes it difficult to share
datameaningfully between providers, payers, and social service organizations.

5SaLIAGS KSasS ftAYAUlIGA2yas GKSNB Aad ONRBIR AYyGSNBai
EHR vendors included as case studies in this Report are incorpasatiiag risk information into their

G22ta Ay NBaLRyaS (2 OtASyld RSYFYR® ! RRAGAZYIftex
provider and health plan approaches to imphoycare for Medicare beneficiaries with social risk factors
discussedhe need for standards on social risk data collection to support interoperability.

B. FINDING 2After accounting for additional social and functional risk factors, dwgadrollment status
remains a powerful predictor of poor outcomes ogome quality and resouce usemeasures in
a S R A OVBRBo@rams. Functional status is also a powerful predictor of poor outcornassome
measuresbut is not always included in measure risk adjustment.

Setting high, fair quality standards for all beneficiaries involves acgyraccounting for differences

between beneficiaries that may affect health outcomes. This Report evaluated additional indieiceial

social risk factors available in the Medicare Current Beneficiary Survey (MCBS): marital status, education,
language, liing alone, income, wealth, and private health insurance. It also included thdearglasocial

risk factors of the social capital index and social deprivation index. When each social risk factor was
evaluated separately, all the individdalvel socialisk factors were associated with higher spending and
readmission rates. However, when all of the social risk factors were included together, only a couple were

still associated with poor outcomes. Dual enroliment in Medicare and Medicaid was associdtdubihit

higher spending and readmissions, and social relationships (not being married or living alone) was
associated with higher spending. In the total per capita cost measure (TPCC), dual enroliment was a
stronger predictor of higher costs than socialat@nshipg O2 Y FANXYA Yy 3 { GdzRe& | Q& F7
enrollment is the most powerful predictor of poor outcomes among the social risk factors evaluated. This
FAYRAY3I LRAydGa (2 GKS ySSR (2 lraaSaa KSIFfdK Sl dzi
performance based on who they serve.

This Report also evaluated the current medical-ddjustment approaches. It assessed the extent to
which unmeasured functional risk factors (defined as physical or cognitive impairments that impair
functioning) may contbute to observed worse outcomes among dually enrolled beneficiaries using both
claimsbased and patient selieported functional limitations. In most quality and resource use measures
evaluated, functional risk was associated with both ekraloliment stdus and poor outcomes, indicating
that not accounting for functional risk may increase the observed effect ofelualiment status.

C. FINDING 3Although many organizations are working ionprove equity by addressingocial risk,
which interventions are dfective, replicable, and scalable remains unclear due to limited
evaluation

To reward and support better outcomes for beneficiaries with social risk factors, successful strategies
need to be identified and disseminated. Many organizations are workiimgpoove care for beneficiaries
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with social risk factors, but some interventions may be more effective than others. Although many

Adzo YAGGSNE NBaLRyRAYy3I (G2 1{t9Qa wCL RSEONRGSR Avyi

of these interventionshave been rigorously evaluated. The limited published evidence on the
effectiveness and return on investment of certain interventions may be a starting point for organizations
looking for new ways to improve care. However, evaluations of more and diffgnees of interventions

are still needed, including evidence on whether interventions are effective in different patient
populations, across a range of organizations, and scaled to larger or smaller groups.

lll. Recommendations

The recommendations included logv build on the framework and considerations introduced in Study A
and the policy questions introduced earlier for this Report. Recommendations are required by Congress
in the IMPACT Act.

Policy questions:

1. Shouldda 2 YS 2 NJ | f f valRebasedfuRifaging NdBgfagns account for social risk by
adjusting measures and/graymentbased on those measures

2. Should HHSoutinelycollectY 2 NB SEGSY &aA GBS | yR R SdbdiakriskadorsR | G |
than iscurrently available?

3. How canHHS achieve betteoutcomes for all Medicare beneficiaries tagilitating the ability of
providers and communities to address social risk factors and integrate health and social services?

As discussed in the emerging areas section (Section 3 of this Report), addres&hgsofactors and
supporting better health outcomes will require connections between every level of the health system and
the community Figurel.2). Providers can screen for social needs and refer beneficiaries to organgzation
to address those needs. Social needs may be better addressed through community collaborations,
including referral networks and partnerships within and outside the health care system. Payers, including
health plans and government agencies, can maintagieoisk information about beneficiaries and fund
infrastructure development to address social needs. At each of these levels-badad care is an
important tool to align incentives across the health care delivery system to address social needs.
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Figurel.2. Approachedor HealthCare Systems to Invest iAddressing Social Risk

Screen and Refer
Care Addressing Social Risk Fac
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A. A QomprehensiveStrategyto Accountfor SocialRskA 'Y a SRA OF NB3Qa +.t t NRINI Y3

'a aSRAOIFINBQa +. itis indpoRaRtNG SNl fronm mdddyMds iBRdividual programs to
adopting and implementing strategies that cut across all programs and health care set@uglity
reporting and VBP programs need to work in concert to create aligned incentives that drive providers to
improve health outcomes for all beneficiariéghus, tle recommendations in this Report apply at of

a S R A Odualifg @porting and/BP programs to create a comprehensive approach to account for social
risk.

The recommendations in this Report build on the thyet strategy for accounting for social rigk
aSRAOI NBQa fFigurel.)IMiodubdd WiaStudy AThe strategy lays out a comprehensive
approach to move towards programs that incentivize providers and plans to improve health outcomes by
rewarding and supporting betgt outcomes for beneficiaries with social risk factors. This requires
measuring and reporting quality by social risk (Strategy 1). Support is also needed to reward and support
better outcomes for all beneficiaries, including those with social risk fad®irstegy 3). These two
strategies provide support for providers to be held to the same high, fair quality standards for all
beneficiaries (Strategy 2). As this strategy is realized, VBP and quality programs will need to align
incentives for providers tamprove care for socially atsk beneficiaries. Rather than adjusting quality
measures and VBP performance scores for social risk, this strategy focuses on supporting providers
addressing social risk (Strategy 3).
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Although the recommendations are dissedin detailwithin each of the strategies, theare more likely

to be successful if the recommendations across the strategies are implemeotggether as a
comprehensive approach to addressing social risk in Medicare. For example, the recommendations fo
Strategy 2: Set High, Fair Quality Standards foBétlleficiariesliscuss how to account for social risk in
VBP measures and programs. The recommendatitmngiot support adjusting outcome measures for
sodal risk factors, nor do they support using pegmoupsfor VBP performance scorealculations.
However, under the current VBP measures and programs, providers treating more sociadly at
beneficiariesmayhaveworse performancend the recommendations for Strategy®ne donot address

this dispariy. Thereforethis comprehensive strategy directly addresshe disparity in outcome$gy
providing additional tools and resourcesdafetynet providers.

Changing VBBguality measures and performance scoedsne,without providingincentives to improve

health equity oradditional tools and resourcess unlikely to improve care for sociallyrgk beneficiaries.

This comprehensive strategy seeks to respond to the third policy question evaluatedvin$hisi2 NI = a1 2 &
canHHSachieve better outcomes forlaMedicare beneficiaries by facilitating the ability of providers and
O2YYdzyAGiASa G2 | RRNBaa az20Arft NRal FFEOG2NAR FyR Ay

However, some of the key components needed to make this comprehensive strategy successful are not
yet available. More work is needed to develop both health equity measures to reward providers for
improving care for beneficiaries with social needs, as well as VPB payment adjustments and supplemental
0SYSTAGA (2 adzLILFhuslihe tedbBnghiiafidhs\derass tBeftifed Blfatagies need to be
implementedin phases

Some of these recommendations could be implemendedn while others require morelevelopment

before implementation can proced C2 NJ SEl YL ST OKI y3Sa {rentYS|I & dzNJ
methodology (Recommendation 2.13ould be implemented in the near future, as the indicators of
functional risk assessed in this Report are already available. On the other hand, health equity measures

or domains(Recommendations 1.3 and 2.2re not ye readily available, and measure developers and
endorsement organizations need to build such measures before they can be incorporated into VBP
programs and replace current traitisnal approaches such #ise categorical adjustment indexC@Q). For

this reason, implementingsome ofthe recommendations in this Report requiresore developmental

work so thatthe Medicare program can implement a comprehensive approach to addressing social risk.

Some recommendations can be implemented alone, while others shmailnplemented together to
achieve the policy goals described above. For instance, efforts to increase the sharing of social risk data
across federal agencies and across the health and social service sectors at the local level
(Recommendation 1.2) can preed without the need to wait for other recommendations. On the other
hand, implementing Recommendation 2.5 by removing peer grouping from the Hospital Readmissions
Reduction Program (HRRP) and the CAI from the Medicare Advantage Star Ratings needs to be
implemented along with additional actions to help providers achieve high quality outcomes for all
beneficiaries. The goal of implementing these recommendations together is to hold all providers to the
same high standards while giving providers additionald@nd resources to help achieve these high
standards. Additionally, this comprehensive approach calls for enhancing risk adjustment methodologies.
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Without implementing these recommendations together, providers treating more sociallyskat
beneficiarieswould lose the current protections of peer grouping and the TAkseactions andools

could include supplemental benefits and additional paymeatjtistmens to providers (Recommendation

3.1), a standard risk adjustment framework that includes functigiskl adjustment (Recommendation

2.1), or including health equity measures or domains in VBP g@mugr(Recommendation 2.2For
example, it may be appropriate to remove peer grouping from the HRRP once the readmission measures
use the standard risk adjustnt framework that includes functional risk adjustmeAs actions and tools

to help providers achieve higluality care for all beneficiaries are implemented, their impact on safety

net providers will need to be assessed, and further modifications manebessary.

For these reasons, the recommendations included in this Report may be implemented in two phases
(Figurel.3).

1 Phase 1: recommendations that are ready to be implemented independently in the first phase
can begin now.

1 Phase 2: recommendations that require further development can then be implemented in the
second phase. Some recommendations do not require further development, but should be
implemented in phase 2 at the same time as other recommendations that do require
dewvelopment, such as Recommendation 2.5 discussed above. Removal of peer grouping from
programs should be implemented in the second phase, after actions and tools to help providers
achieve higkguality care for all beneficiariethrough one or more of the mébds discussed
above

Figurel.3. Implementation Phases

Recommendations that do Recommendations that
not need additional need additional

development development

€
3]
£
Q
o
£

Recommendations developed in Phase |

Recommendations that should be implemented at the same
time as recommendations developed in Phase |

Implement

Note: Implementation phases including specific recommendations are presented in the summary section after the detailed
recommendations.
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B. Recommendatios

Strategy 1: Measure and Report Quality for Beneficiaries with Social Risk Factors

This strategy includes collecting data on social risk and reporting quality measures by patient social risk to
3dzARS YR SyO2dz2Ny 3S LINPOARSNB G2 ARSYyGATe FyR
disparities. Separately reporting quality esures for those patients with and without social risk will

facilitate measuring progress toward closing the gap in performance on quality measures between these

two groups of patients.

Recommendation 1.1HHS shouldsupport and inform thedevelopment of data collection and
interoperability standards for social riskCMS should explore ways to encourage providers to collq
social risk information.

¢tKA&d NBO2YYSYRFIGAZ2Y | RRNB&aSa alymgkd d@mendatads lprdzi NB Y S
obtaining access to social risk data.

{ GdzRe& ! Ay Of dzR S RCorsides enfdaciigi dak SdliéciloA Angd dedreloping statistical
techniques to allow measurement and reporting of performance for beneficiaries with siséidhctors

on key quality and resourcdza S Y SI ddz2NBadé {AyOS GKFdG GAYSI GKSN
collecting and using beneficiary social risk information. However, there is still no consensus on how the

data will be used, an important questiadhat needs to be answered before data collection can be
standardized. Deciding how data will be used will help to determine (1) which questions should be asked,

and (2) how the responses should be documented. For each of these issues, there are oppsrtanit

provide standards and/or to encourage data collection.

The choice of screening tool determines which questions will be asked. Currently numerous tools are
widely used. The ideal screening tool depends on the planned use of social needs inforrfigtien.
primary goal is to direct beneficiaries to services to address their social needs, providers need more
detailed information to make appropriate referrals, implement interventions, and track resolution of
needs over time. On the other hand, if sociak is used to risk adjust measures, payments, or population
monitoring, less detail may be sufficient. Already, CMS has developed a social risk screening tool used in
the Accountable Health Communities model and the social risk items proposed for stvaquie care
screening tool$®! These instruments are required for specific programs but could be used more broadly
for the Medicare population. Alternatively, HHS could provide standards on which screening tool should
be used but allow providers andgms to determine whether or not to use it to collect social risk
information.

YY26Ay3d K2 ySSRa AYTF2NNIGAZ2Y 2y (GKS O0SYSTFAOAI NE
documented. Here there are also various options worth considering. Curranthgted earlier, social risk

information can be captured in clinical documentation and/or in recording diagnosis codes. The federal
government, state government, and health plans can most easily access information documented as a
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diagnosis codes in clainbgcause claims are submitted to the payer for reimbursement. HHS may need
additional social risk information for VBP program monitoring and evaluation.

For other health and social service providers, it may be easier to access information from clinical
doaumentation, as providers may be able to share EHR information more easily than they can share
claims. Yet if multiple parts of a single health system need the information, provider notes may be
sufficient. However, different documentation methods may beaitfor different parts of the health care
aeaidsSyeo hyS azfdziazy Yre 06S (G2 ONBIGS aONRaaglhftila
to another. Additionally, EHR captured data and/or diagnosis codes may need to be expanded to allow
capture d more detailed social risk information. As with screening tools, HHS could provide standards for

data documentation with or without encouraging providers and plans to document social risk factors.

HHS has developed data standards for documentation ofessnial risk information. The Office of the
National Coordinator for Health Information Technology (ONC) included social, psychological, and
behavioral standards in the 2015 health information technology certification criteria, providing
interoperability standards(LOINGLogical Observation Identifiers Names and Cpdesi SNOMED CT
(Systematized Nomenclature of Medicin€linical Term§ for financial strain, education, social
connection andisolation and others'? ONC has also released draft 20202025 Federal Health IT
Strategic Plarfor public commats, including an objective tintegrate health and human services
information.*® Additional stakeholdeefforts areunderway to expand the availability captureadditional
social determinants of healtata elementsfor use and exchangé&his includeshe Gravity Project to
identify and harmonizesocial risk factor datéor interoperable electronic health information exchange
for EHR fields as well as proposals to expand thellChternational Classifiation of Diseases, Tenth
Revision) Todes the alphanumeric codes usadridwideto represent diagnose¥®

RecommendatioriL.2: Federal and state agencies showdnstder policies regarding how and wher
to share social risk data across agencies. HHS should explore whether some social risk
can' should be sharedt the local level betweerhealth and social service providers.

¢tKAa NBO2YYSYRIFIGAZ2Y | RRNBaaSa /2yaNBaaQ NBIljdzANBYS
obtaining access to social risk data.

In addiion to, or even before, new social risk information is collected, existing information should be

shared to reduce the burden of new data collection. This was discussed in the National Academies of
{OASYyO0Sazr 9y3aAAYSSNAYy3II | Yy Ra soBdes 883 wgllSa® i thé subnjited 0 NI |
NBalLlyasSa (2 !'{t9Qad NBI|jdzSad F2NJ AYyF2NXIGA2Y 2y LN
for Medicare beneficiaries with social risk factétsThe NASEM report specifically identified data

elements collecd by the Social Security Administration, the Census Bureau, and Centers for Disease

I 2y iNRE YR t NBOSYyiGA2yQad o6/5/ Qa0 blaAazylt [/ SyidSNI -

Such data sharing has been promoted by Higartisan Commission on Evidengd 8 SR t 2f A O Y| { ;
report and the Foundations for EvideneBased Policymaking Act of 20%8% and these new
developments are promising as improvements to the current state, in which sharing and linking data

March 2020 REPORT TO CONGRESS20



Executive Summary

across agencies or departments within the federal government @aulifficult and burdensome. For

examplei KA & wSLBR2NI AYyGiSYyRSR (2 dzideSel respdRdetdb tN&SAmerisayi S T A OA
Community Survey (ACS) and Medicare claims to evaluate the effect of the social risk factors available in

the ACSonqial & FyR NBaz2dz2NOS dzaS Y S| ddssdSparchasyiOVBRRS R Ay
programs.However, at the time of submission, the merged MedicAfeS data were not yet availabke.

standard agreement across federal agencies that addresses confidgrgiatitsecurity could make such

data sharing smoother than the current process that requires each project to create a new agreement

from scratch.

Within the Department, efforts have begun to understand the current state of data sharing across
agencies, infcdzRAy 3 |y S@Ffdza G§A2y 2F OKLI The StytcdofBata Bharing 2 A y 3
atthe U.S. Department of Health and Human Sergice & (i ffice of thq QRi&f Technology Officer

As these challenges are addressed to allow data shadngss the Department, the next logical step

would be to expand this analysis to additional departments and identify and address challenges in data
sharing across the federal, state, and local governments.

Beyond sharing current administrative data, the Bament, including ONC, the Office for Civil Rights
(OCRY which enforces the Health Insurance Portability and Accountability Act (HIPAA) Privacyille

the HHS Office of the Chief Technology Officer (CTO), should explore whether and how health and social
service providers can share their social risk data. The necessity for and type of data to be shared would
depend on the utility of the available data to providers and addressing any data security, privacy, or
governance concerns for sharing and documeiotatAs data needs and uses will depend on the specific
health and social service providers involved, these decisions should be made at the local level.

Recommendation 1.3Quality reporting prgrams should include health equity measures

¢tKAada NBO2YYSYyRIGA2Yy | RRNBaasSa /2yaNBaaQ NBIjdziANBYS
accounting for social risk in quality and resource use measures.

¢tKA&d NBO2YYSYRIGAZ2Y | faz2 YANNERNEonsideSdeval®oganiR O2y &
introducing health equity measures or domains into existing payment programs to measure disparities
andy OSy G I T2 0dza ewrentNdnB gality yeBortigo®gfatné explicitly include health
equity measures that provide incentives to reduce health disparities. Including health eogdtyures

can help providers prioritize areas for partieulfocus, and specific measures targeting equity within
existingquality reportingprograms carmotivate a focus on reducing disparitiesd signal that health
equity is an important component of delivery system transformatidinese measures could also
encourage providers to address health equity through service enhancements, patient engagement
activities, and adoption of best practices to improve performance in this donRaiblic reporting of
health equity measures or domains would support monitorindhedlth disparities over time and help
AYF2NY O2yadzYSNEQ OK2A0S 2F LINPJARSNEREO®

Implementing this recommendation, however, will first require measure developers to create health
equity measures. Health equity could be measured in various ways, includingliffieeence in
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performance on particular measuré®tween sociallyaN&A &1 YR 20 KSNJ 6 SYSFAOA L NA
population, comparing performance for socially-retk populations across providers, or evaluating
improvement in measure performance folldNE @ A R S NB&ri@k papl&ian-otef tine. Oilie existing

measure is the Health Equity Summary Score developed by CMS'OME.use of health equity

measures in VBP programs is discussed in Recommendation 2.3.

Recommendatioril.4: Quality andresource use measurezhouldbe reported separately for dually
enrolled beneficiaries and other beneficiaries.

This recommendation addresses Congréd NXIj dzA NS Y Sy i 0K G 0KS { SO
recommendations on how to account for social risk factors in quality and resource use measures.

CKAAd NBO2YYSYRFI(GA2Yy o0dzAf Ra 2 gonsidé& $nhandingBaia calectyod A R S NI
and developiag statistical techniques to allow measurement and reporting of performance for
beneficiaries with social risk factorson keyfjua i @ I YR NB a2 dzZNOS dzaS YSI adz2NBad
dual enrollment is the strongest predictor of poor outcomes, amdMiat reason recommends stratifying

reported measures by dual enroliment in quality reporting programs.

Since Study A was published, substantial progress has been made on stratified reporting of measures.

[ dZNNBy (Gt es [/ af{Qa hTTANapping Wedieate \DBpddltiésaool lcdnbares gualityh a | 0
and resource use outcomes for dually enrolled and-daally enrolled beneficiarie¥,and CMS has begun

providing hospitals with confidential reports of pneumonia readmission rates for dually enrolled
compared to other beneficiarie€. Theseefforts could be expanded either by including additional
YSF&adzZNE& 2N LINPPARSNE 2y hal Qa al LILAy3I aSRAOFNB 5
/a{Qa O2YLI NB ¢SoairitsSa ol 2 3& lak,Horhe HeathyQampads, DialpsdzNE A y 3
Facility Compare, LoAberm Care Hospital Compare, Inpatient Rehabilitation Facility Compare, Physician
Compare, Hospice Compare, and Medicare Plan Finder). This additional information coulgoditgw

makers and provigrsto measure and track quality, outcomes, and costs for beneficiaries with social risk
factors over timeo reduce disparities and improve care fmeneficiaries with social risk factors. However,

adding stratified measures may be confusing, rather thatpful, for beneficiaries using these tools to

select a provider. For that reason, it may be most appropriate to include these stratified measures on a
separate data site rather than websites designed to help patients selecijiglity providers.

Recommendationl.5; Quality and resource use measures shouldt be adjusted for social risk
factors for public reporting.

This NEO2YYSYRIFGAZ2Y I RRNK&aasSa / 2y3ANBaAaAQ NB lj dzA NB Y S
recommendations on how to account for social risk factors in quality and resource use measures.

As discussed in Recommendation 1.4 above, stratified reporting is important ndéandisparities and
improvements over time. However, in public reporting, it is also important to hold providers accountable

for overall results, regardless of social risk. For this reason, quality and resource use measures should also

be reported for aINE A RSNRa 2@SNIF €t LRLIzZ A2y gAGK2dzi I Redz
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Recommendationl.6. Composite scoreshould not be adjusted for social risk factors for publi
reporting.

¢ KA a NEO2YYSYRIGAZY I RRNS&aasSa / 2y3aANBEaAQ NB lj dzA N.
recommendations on how to account for social risk factors in quality and resource use measures.

In addifon to not to adjusting measures for social risk in gabteporting (Recommendation 1,5
composite scores, such as star ratings, shatlbe adjusted for social risk factors. Composite scores
used for public reporting shouldot use measures that aredgusted for social risk factors. They should
alsonot use other methods to account for social risk, such as peer grouping.

Strategy 2: Set High, Fair Quality Standards for All Beneficiaries

This strategy aims to holdroviders accountable to the same standard¥BPprograms to improve care
and health outcomesor all Medicare beneficiariedt recognizeshat beneficiaries with social rigkctors
may require more supports and resources to achieve the same outcom&sindard comprehensive
risk-adjustment framework for all outcome and resource use measunetuding functional risk factors
improves provider comparisorsross measures

Recommendation2.1: Measure developers and endorsement organizations should create
standard riskadjustment frameworkthat includes functional risk forall risk-adjusted outcome and
resource usemeasures used in Medicare programs.

¢tKAa NBO2YYSYyRIGA2Yy | RRNBaaSa /2yaNBaaQ NXBIljdzNBYS
accounting for social risk in quality and resource use measures.

Measures used in \BBprograms would benefit from a standard risk adjustment framework that sets a
consistent policy for a number of reasof#st, the current lack of standardization across measures makes

it difficult to accurately assess the role of social risk, as sdslais correlated with medical risk: both
comorbidities and functional status. Thus, measures that include more medical risk adjustment are likely
to see a smaller effect of social risk, making it difficult to compare and track disparities across measures
and patient populationsSecond, the use of different risk adjustment methods and factors make it difficult

to compare performance across measures. If a provider does better on one measure than another, it may

be due to differences in performanceordif®y 0Sa Ay (KS YSIFadaNBaQ NrRal FR

4 RA&AOdza&aSR Ay [/ KFLIISNI pXz OdzZNNBy G 2dzi02YS FyR NB
a variety of riskadjustment methods and measures. These include different methods to adjust for medical

risk suchas comorbidities, functional risk adjustment, or reason for hospitalization (diagnosis). Some
measures include social risk adjustment using the benefidéaugl risk factor of dual enroliment status.

Despite the general consensus on the importance of cadisk adjustment, however, many measures

currently used do not include functional risk adjustment. To fully account for differences in health status
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between beneficiaries, it is important for measure developers to follow a consistent policy across
measues and to account for functional risk factorsali 2 dzi 02 YS |y R NX a2 dzNOS dza S
adjustment. One possible approach to account for functional risk factors using ICD codes is presented in

this Report. Note that this recommendation does not applyneasures that do not use risk adjustment,

such as process measures where the same process is expected for all beneficiaries.

Figurel.4. illustrates the different factors that can potentially be used in risk adjustment andstinaild

be considered for a standard riskljustment framework{ 2 OA I f Nxal FFOG2NAR | N8B R
right column, but are not recommended to be included in the-dBdkustment of process or outcome

measures. Demographics and medical risk adpesit are widely accepted as appropriate and important
risk-adjustment factors. Some measures include prior utilization, but not all. Almost no measures at this

time include social risk, except patient experience of care survey measures. Social riskdisctms
recommended for the standard, clinical raljustment modelRecommendations 2-3.5 discuss the
appropriateness of adjusting for social risk by type of measure.

l'a RA&AOdzaaSR Ay Y2NB RSOk AT Ay 0 KA &riskausinéili Q &
approach may depend on the planned use of the measure (i.e., public health surveillance, population
health management, quality improvement, quality reporting, VBP, or program evaluation). The standard
risk-adjustment framework as suggestdry this recommendation may need to specify different sisk
adjustment methods for different uses (i.e., standardized age/gender adjusted outcomes for population
health management, clinically risidjusted quality measures stratified by patient subgroupsdoality
reporting, etc.).

A

Figurel.4. Potential RiskAdjustment Variables

Demographics Medical Risk Utiﬁgaotrion Social Risk
{1 nee | Hoomowaney | Eroremn| Y Beretemy
! Gender Fug(izstilgnal S;;rri%ring Aregilgﬁvel

= Disability

Diagnosis/

Severity

*This Report includes the recommendationiteludefunctional risk in the standandsk adjustmenframework.

**This Report incldes the recommendation® adjustresource use and patient experience measures for dual enroliment status
as a beneficiarjevel social risk factor, buiot to adjust qualityprocess or outcome measures for social.risk

Note: This Report does not includeesific recommendations for other potential risk adjustment variables.
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Recommendation 2.2Valuebased purchasig programs should include health equity measure
and/or domains

¢tKAa NBO2YYSYyRIGA2Yy | RRNBaasSa /2yaNBaaQ NBIljdzaANBYS
accounting for social risk in quality and resource use measures and in determiningrgagaijustments
based on these measures.

This recommendation is similar to recommendation 1.3, but focuses on the use of health equity measures
in VBP programs rather than quality reporting progra@arrently, no VBP programs explicitly include
health equity measures that provide incentives to reduce health disparities, although the lotesid
Incentive Payment System (MIPS) program does include some optional health equity activities in the
improvement activities performance category. As with public ripg of health equity measures,
including health equityneasuresn VBP programs cdrelp providers prioritize areas for particufarcus,

help providerdocus on reducing disparitieand signal that health equity is an important component of
delivery sgtem transformation Once health equity measures are developed for public reporting, they
can be included in existing VBP programs as allowed by statute.

Recommendation 2.3: Resource use and patient experience measures should adjust for sociz
factorsin VBP programs.

CKA&d NBO2YYSYyRIUOAZ2Y IRRNBaaSa /2y3aINBaaQ NBIljdzANBYS
acounting for social risk in quality and resource use measures.

1. A framework for considering social risk adjustment by type of measure

As discussed above in Recommendation 2.1, measures used in VBP programs would benefit from a
standard risk adjustment frameavk that sets a consistent policy. Polices could be established across all
types of measures or separately for each type (process, outcome, patient experience, and resource use).

One solution that has been advocated for accounting for social risk in Médlis Q& +. t LINP IANI Y&
a20AFf NAaal FILOG2NR G2 Itf YSIFada2NBaQ NARA]l FRedzad Y
is that it recognizes the greater challenges that may be faced in achieving the same outcomes for
beneficiaries witlsocial risk factors and may reduce the likelihood that concerns about performance could

worsen access to care for these groups. Such considerations are particularly appropriate in situations in
which measure performance is closely tied to social risk,thactonsequences of this risk on outcomes

NS GNHzZE & 060S@2yR LINPGDARSNERQ O2yUGNRBfX YIFI{Ay3d (G4KS o
case, it would still be important for VBP programs to include incentives for providingjbadity care for

socially atrisk beneficiaries in other ways, such as including health equity measures or domains as
discussed in Strategy 1 above.

Alternatively, riskadjustment policies could be developed by type of measure, in conjunction with a set
of criteria on the @propriateness of riskadjustment.
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As described in Chapter 5, measureslassappropriate for social risk adjustment if:

1. They are predominantly under the control of the provider,

Thereis no plausible direct relationship between the social risk factarthe outcome, and

3. There is evidence that provider bias, rather than patient need or complexity, is driving differences
in performance.

N

Measures arenoreappropriate for social risk adjustment if the differences in outcomes or utilization are:

1. Predominanty related to patient factors,
If there is a plausible direct relationship between the social risk factor and the outcome, and

3. Ifthere is evidence that patient need or complexity, rather than provider performance, is driving
differences in performance.

N

Giventhat the role of social risk varies by type of measure, the appropriateness of adjusting measures for
social risk may be better considered along a continuum, as shotigimel.5.

Figurel.5. Considerations for Adjustin@uality and Resource Uddeasures for Social Ridky Measure
Type

Least appropriate for adjustment Most appropriate for adjustment
Structure & Process Outcome Measures Resource Use Measures
Measures * Readmission e Total per capita costs of care*
® Aspirin for heart attacks ¢ Mortality e Medicare Spending per
* Blood pressure screening ¢ Diabetes control Beneficiary
* Nurse staffing ratio * MSSP benchmarks*
Features: Features:

*  Provider factors most influential * Patient factors most influential

* No plausible direct relationship between social *  Plausible direct relationship between social
risk and performance risk and performance

* Evidence that poor quality rather than need or * Evidence that need or complexity rather
complexity is driving differences than poor quality is driving differences

*=measure currently adjusted for social risk factor(s)
Note: MSSP=Medicare Shared Savings Program.
2. Adjust resource use measures for social risk to recognize more resources may be needed to achieve

same outcomes

To account for the fact that it may require additional resources to achieve the same high quality care for
socially atrisk beneficiariesall resource use measures should adjust for social risk. In order to provide a
consistent governing qnciple, all resource use measures should adjust for social risk. Some current
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resource use measures adjust for social risk, including the MIPS total per capita cost measure, which
adjusts for the HCC (hierarchical condition category) risk score thatrinincludes duaénrollment

status. Others, such as the Medicare Spending per Beneficiary measure, do not adjust-torrdliadent

status, even though the analyses in this Report find that dually enrolled beneficiaries have higher episode
spendingdriven primarily by greater use of institutional and commuriigsed postacute care to meet

their greater medical and social needs.

To provide consumers with information on the care that they should expect to receive, however,
measures shouldot be adjustedfor social risk in public reporting programs, but instead repoffied
dually enrolled beneficiaries and othkeneficiaries separately aescribed in Recommendation 1.4

3. Adjust patient experience measures for social risk to account for response tendencie

Patient experience measures, such as those collectetthddCMSConsumer Assessment of Healthcare

Providers and Systems (CAHB&veys are currently adjusted for social risk using factors such as
education, dual enrollment, and languaéfeThese adjushents seek to account for differences in

response tendencies associated with social risk factors, rather than differences in the quality of care
provided?*2* For example, individuals with less education and those who report better general and

mental heath provide more positive ratings and reports of care than others angame health insurer
contracts?Ly 2NRSNJ G2 | OOdzN» 1Sfe FraasSaa GKS OFNB LINER G
measures should continue to adjust for social risk factors.

Recommendation 2: Process and outcome measures shoutat be adjuded for social risk irvalue-
based purchasingrograms.

¢tKAada NBO2YYSYyRIGA2Yy | RRNBaaSa /2yaNBaaQ NBIjdziANBYS
accounting for social risk in quality and resource use measures.

Although Recommendation2recommends risk adjusting patient experience and resource UseurEas
for social risk, for other types of measures, the drawbacks of adjusting for social risk are considerable for
both process and outcome measures.

1. Process measures shouft be adjusted for social risk

First, thereare many quality measures for whittere is no plausible role for any type of risk adjustment.

Pure N2 OS&a YSIF adz2NB&a adzOK a IAGAY3I FALANRY F2NI I KS
O2y iNRf X FYR aK2dz R 6S R2yS NB3II NR adfustisg the grocéss 6 Sy ST,
of care quality measures risks masking disparities, potentially reducing theédomgability to identify

and reduce them. Third, adjusting quality measures may have a negative impact on transparency for
consumers. Finally, to theedree that differences in measures reflect actual differences in provider
performance, adjusting the measures directly could excuse the delivery of differential care to beneficiaries

with social risk factors. For these reasons, process measures staildd adjusted for social risk factors.
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2. Outcome measureshouldnot be adjusted for social risk

In terms of appropriateness for adjusting for social risk, outcome measures fall in the middle of the
spectrum shown ifFigurel.5 above.For many outcome measures, the provider has some control in the
care given in the care setting, but outcomes are assessed at some point after the health care encounter.
With 30-day readmissions, for example, providers can improve outcomes for sociaibk dteneficiaries
through discharge planning, folleup care, referrals for social services, and building relationships with
communitybased organizations. To hold all providers accountable to the same, high standards for all
beneficiaries, therefore outime measures shouldot be adjusted for social risk.

Because achieving the same higlality outcomes may be more difficult for sociallyrek beneficiaries

than for other beneficiaries, it is important to assist providers in achieving theseqniglity outcomes

for all beneficiaries. Rather than risk adjusting outcome measures for social risk to avoid VBP payment
adjustments for worse outcomes for sociallyragk beneficiaries, programs should provide support in
other ways. This could include additidqeyments or bonuses to safenet providers. Although they are

for different purposes, there are already existing payments and bonuses that target-satgtyoviders,
including the current DSH payments and the bonus points for small practices anitgsagith a higher

share of medically and socially complex patients in the MIPS program. It could also include sharing best
practices. Both of these recommendations are discussed in Strategy 3 Balgwovide consumers with
information on the care thathey should expect to receive, moreover, measures should mdéde
adjusted for social risk in public reporting programs, but instead repddedually enrolled beneficiaries

and otherbeneficiaries separately akescribed in Recommendation 1.4

Recommendation 2.5: Valubased purchasing programs shouldot use peer grouping or
categorical adjustments for social risk factors. Where these adjustments are currently in place,
should be renoved when additional actions and tools are implemented to help providers achie
high-quality care for all beneficiaries.

ThisNEO2YYSYRIGA2Y | RRNB&dasSa /2yaNBaaQ NBIdZANBYSyGa
determining payment adjustmenia VBP programs.

In addition tonot adjusting process or outcome measures (Recommendation 2.4), VBP performance
scores shouldot be adjusted for social risk factors. This recommendation applies to using peer grouping
to assign VBP payment adjustments, such as in the HRRP, and other methods like the CAl used in the MA
Star Ratings prograrBimilarto the arguments against adjusting qitglmeasures for sociailksk presented

in Recommendation 2.4 above, peer groupasjablishes different quality standar@gross providers

Under peer grouping, providers who serve more socialysktbeneficiaries magvoidnegativepayment
adjustments even though they mahave lower scoresompared to providers with fewegocially atrisk
beneficiaries.Instead, safetynet providers should have additional tools and resources to help them
achieve highguality outcomes for all beneficiaries, as discudsestrategy 3 below. These additional tools

and resources should be available for all providers that treat a large proportion of sociaibk at
beneficiaries, regardless of their performance on specific measures or programs. For example, peer
grouping ompares performance across similar providers rather than all providers, but is still dependent

March 2020 REPORT TO CONGRESS28



Executive Summary

2y Yy AYRAQDGARAzZ f LINBPBJARSNDRA LISNF2NXIFyOSd . 2ydza LI
additional resources to aflafety netproviders regardless btheir performance For that reason, bonus

points in VBP programs are appropriate as additional tools and resources, while peer grouping or the CAI

are not. Once these additional actions, tools, and resources are available, approaches such as peer
groupirg or the CAI shoulde removed fromiVBP programs.

Strategy 3: Reward and Support Better Outcomes for Beneficiaries with Social Risk Factors

This strategy recognizes thatroviding additional supports and resources foundational toaddress
0SYSTAOAI NInSrdedto inpraddd dare anNBuicdmeSuch additional supports may include

sharing best practices through learning networks and encouraging medical providers to build links with
a20AFf ASNBAOS LINPOARSNA® ! RRAGAZ2YLFE NBa2dz2NOSa G2
through alternative payment models, supplemehtzenefits that address social needs, or additional
payments¢ F NBASGSR LI &8YSyida (2 &dzLlsdgidlisk fadhid daaisolendide ST T 2 N
through VBPincentive payments.

Recommendation 3.1CMS should continuea support providers and plans addressing social ri
factors through models supplemental benefits and VBP payment adjustments. HH$ould
continue to developapproaches tof RRNB & ad 0 Sy ST A OAAdditBnSl ¥eBeardhis]
needed on best practies for providing care to socially aisk beneficiaries.Best practices, once
identified, need to be scaled.

¢ KAa NEO2YYSYyRIFGA2Y | RRNBaasSa / eetfrd NsBoald QnakeNB lj dzA NJ
recommendations on how to account for social risk factors in determining payment adjustments based
on quality and resource use measures.

It is clear that simply adjusting measum@ses notfully address the tough, real problems undentyithe

pervasive differences in performance across measures and programs that were examined in this Report.
{20AFf NR&A]l FLOG2NAR IINB LR2ggSNFdzZ = FyR (2 (GNMHz & 068
beneficiaries with social risk factors artetproviders who serve them, these factors need to be explicitly
recognized and addressed. This recommendation to support providers and plans addressing social risk
factors goes hanéh-hand with Recommendations 225 focusing on risk adjustment and othmethods

F2N) F OO02dzy GAy3 F2NJ a20AFf NARA] Ay aSRAOFINBQa =+.t
use and patient experience, bnbt process or outcome measures, for social risk. However, achieving the
same highguality outcomes may be moreifficult for socially atrisk beneficiaries than for other
beneficiaries. It is important to assist providers in achieving these-duglity outcomes for all
beneficiaries with the resources (through models, supplemental benefits, and VBP payment adjs$tme

and tools (such as best practices) to achieve these outcomes.

Currently, Medicare provides payment adjustments for providers treating socialigkabeneficiaries in
some settings but not others (see table in the appendix to this chapter). Spbygjfidadicare provides
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DSH payments to hospitals treating a large proportion of dually enrolled beneficiaries as required by
Congress, and has used administrative authority to provide bonus points for practices with a higher
proportion of socially complepatients in the MIPS program. Although the recommendation that outcome
measures shouldot be adjusted for social risk encourages providers to achieve the sameidity
outcomes for socially atsk beneficiaries as their other patients, it is impottan recognize that
achieving these outcomes may require more resources for socialigiadbeneficiaries. Without additional
payment adjustments, providers have reported that they may be disincentivized to treat sociebk at
beneficiaries, jeopardizg access to care.

/a{ &aK2dzZ R I|f&a2 adzZJ}2NIi LNBJARSNE |IyR LXLlIya g2NJ].
supplemental benefits. New flexibilities in the Medicare Advantage (MA) program will allow health plans

to provide supplemental benefitshat are not necessarily healttelated but have a reasonable

expectation of improving or maintaining the health or overall function (including benefits#windarily

address social risk factors), but these benefits are only available to beneficiattieshnonic conditions

enrolled in MA plan§ Although a small percentage of plans are offering these new supplemental benefits

in the first year available, interviews with MA plans before these new flexibilities were implemented found

that plans were condering a variety of approaches, including screening beneficiaries for social needs and
NEFSNNAY3I (2 O2YYdzyAade 2NBFYyAT FGA2ya (G2 | RRNBaa Kk
needs and directly providing services to address the needsidd T A SR 6 & a O NR°Bsgfthesey R LINE
flexibilities are implemented, it will be important for MA plans and others to evaluate the extent to which

'ye adzlJ SYSyidalf oSySF¥Ada I RRNSaa aSRAOFNBE o0SySTa
use measures.

CAylLfftes 1y2¢6ftSR3IS F+o2dzi o0Said LINFOGAOSa (2 I RRNB
FOKAS@PAY 3 KAIK ljdzZtAdGe 2dzid2YSa F2NJ Lttt o0SySTAOA
providers and health plans are alreaslyy L SYSyYy Ay 3 ydzYSNRBdzaz Ay dSNIBSy(aAz2
social risks. Within HHS, a number of agencies including CMS, the Administration for Community Living
(ACL), the Substance Abuse and Mental Health Services Administration (SAMHSA), andnise #ami

for Children and Families (ACF), work to address social risk factors. States in the Medicaid program are
Ffaz2 4dF1Ay3 @GFNR2dza adSLa (G2 FRRNBXaa o0SYySTAOAL N
approaches are not yet mature, makinglifficult for organizations wanting to adopt new interventions

G2 OK22a&aS STFSOGADS | LIINRBIFOKSad |1 {2 GKNRdIzAK [ a{
evaluate new models to address social risk and should continue to do so. For example, the current
Accountable Health Communities model and evaluation will help to build the knowledge base about
effective interventions, along with findings from evaluations of state mo#lefsAdditional models

including incentive payments or alternative payment struizNBS & (G2 | RRNX&aa oSy STAO0;

6 The Bipartisan Budget Act of 2018 (Public Law No128j amended section 1852(a) of the Social Security Act to
expand the types of supplemental benefits that may be offereByplans to chronially ill enrolleesThesenclude
supplemental benefits that are not primarily health related and may be offeredumsformly to eligible chronically

ill enrollees.
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should be developed under various authorities to allow best practices to be identified, tested,
disseminated broadly, and scaled.

Recommendation 3.21Learning networks, such as u@lity Improvement Organizations (Q9,
should share best practices across providers.

This recommendation addresses the policy question of how the federal governtaaentacilitate the
ability of health plans, providers, and communities to address social risk factors and integrate health and
social services.

This recommendation to share best practices across providers goediaiadd with Recommendations
2325fodzaAy3a 2y NAR&| FFR2dzadyYSyld IyR 20KSNJ YSGK2RaA
programs. This Report recommends adjusting resource use and patient experience measures, but
process or outcome measures, for social risk. However, achievérgathe highguality outcomes may be

more difficult for socially atisk beneficiaries than for other beneficiaries. It is important to assist
providers in achieving these higjuality outcomes for all beneficiaries with resources and tools, such as
best pictices, to achieve these outcomes.

As more interventions are evaluated and the evidence of the effectiveness of different approaches grows,
it is important to share this knowledge across the health care system. Curréniblity Innovation
NetworkQuality Improvement Organizatiof®INQIOs) have an opportunity to identify and disseminate
effective practices across providets.

Recommendé#on 3.3: HHS should encourage medical providers and plans to build links with sg
service providersl 2 0 SGGSNJ  RRNBaa o0SYSTAOAIFINRSEAQ &3z

This recommendation addresses the policy question of how the federal government can facilitate the
ability of health plans, pnaders, and communities to address social risk factors and integrate health and
social services.

VBP programs provide incentives for medical providers and plans to build relationships with social service
providers. Current chronicare management servicegaid for by Medicare in addition to office visits,
include coordinating community and social services for beneficiaries with multiple chronic condfitions.

b2y SiKSt Saaz 2yS 2F GKS 02YY2y (GKSYSa Ay GKS adzoy

coordinating social and medical services. Although-pafit hospitals are currently required to conduct
communityneeds assessments and provide community bendfiexe is much more than can be dofe.
Health care providers can screen for social nesttrefer beneficiaries to organizations that can address

iK2aS ySSRad® |1 26SOHSNE YIye wCL NBALRYRSyida o0NRdAAKI

These included challenges in maintaining an-taxolate directory of social service providers,

uRSNEGFYRAY3I StAIAOATAGE ONARGSNAI FT2NJ RAFFSNBYy
R

2dzi S6KSGKSNI aSNBWAOSa oSNB | Oldztte NBOSABSRI |
needs. Some providers and plans are gaing € 2y R GaONBSy |yR NBFSNE
providing services, such as food or housing, in concert with community organizations.
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Better coordination between medical and social service providers could reduce these challenges.
Specifically, HHS clobencourage more community relationships through some of the recommendations
above, such as developing data collection/interoperability standards, developing and testing new models
for addressing social risk, and working with providers to evaluate armmisate best practices for
addressing the social needs of beneficiaries through home and community based services and social
supports.

C. Summary of Recommendations

¢KS O2YLINBKSYyaA@dS FLIINRIFOK (G2 | RRNBaaAy DvexanOA | f
be implemented in phases depending on the amount of development needed for each recommendation,
as discussed earlier. Some recommendations can be implemented alone, while others should be
implemented together to achieve the policy goals. For insgarimplementing Recommendation 2.5 by
removing peer grouping from the Hospital Readmissions Reduction Program (HRRP) and the CAl from the
Medicare Advantage Star Ratings needs to be implemented along with additional actions and tools to help
providers ackeve high quality outcomes for all beneficiaries, such as adjustmentsupplemental
benefits and additionahdjustments inpayments to providers (Recommendation 3.1), a standard risk
adjustment framework that includes functional risk adjustment (Reconuaéon 2.1), or including

health equity measures or domains in VBP programs (Recommenda3jon 1.

For these reasons, the recommendations included in this Report may be implemented in two phases.
Potential timing for implementing each recommendation is shamfFigurel.6.
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Figurel.6. Implementation Phases for Recommendations

Recommendation 1.1: HHS should support and inform the development of data collection and interoperability

Recommendation 1.3: Quality
standardsfor social risk. CMS should explore ways to encourage providersto collect social risk information.

reporting programs should include
health equity measures.

Recommendation 1.2: Federal and state agencies should consider policies regarding how and when to share social
risk data acrossagencies. HHS should explore whether some social risk data can/should be shared at the local
level between health and social service providers. Recommendation 2.2: Value-based

purchasing programs should
Recommendation 1.4: Quality and rescurce use measures should be reported separately for dually enrolled include health equity measures.

beneficiaries and other beneficiaries. and/or domains.

Recommendation 1.5: Quality and resource use measures should not be adjusted for social risk factorsfor public
reporting.

Recommendation 3.1: CMS should
continueto support providersand
plans addressing social risk factors

Recommendation 2.1: Measure developersand endorsement organizationsshould create a standard risk- through models, supplemental
adjustment framework that includes functional risk for all risk-adjusted cutcome and resource use measures benefits, and additional payments.
used in Medicare programs. HHS should continue to develop

approaches to address

Recommendation 2.3: Resource use and patientexperience measures should adjust for social risk factorsinvalue- beneficiaries’ social needs.
based purchasng programs. Additional research isneeded on

best practices for providing care to

Recommendation 3.2: Learning networks, such as Quality Improvement Organizations (Q10s), should share best socially at-risk beneficiaries. Best
practicesacross providers. practices, once identified, need to

be scaled.

Recommendation 1.6: Composite scores should not be adjusted for social risk factors for publicreporting.

Implement

Recommendation 3.3: HHS should encourage medical providers and plansto build linkswith social service providers
to better address beneficiaries’ social needs.

Recommendation 1.3: Quality reporting programs shouldinclude health equity measures.

Recommendation 2.2: Value-basad purchasing programs should include health equity measures and/ordomains.

Recommendation 2.4: Process and outcome measuresshould not be adjusted for social risk in value-based purchasing programs.

Recommendation 2.5: Value-based purchasing programs should not use peer grouping or categorical adjustments for social risk factors. Where these adjustments are currently
in place, they should be removed when additional actions and tocls are implemented to help providers achieve high-quality care for all beneficiaries.

Recommendation 3.1: CM5 should continue to support providers and plans addressing social risk factors through models, supplemental benefits, and VBP payment adjustments.
HHS should continue to develop approaches to address beneficiaries’ social needs. Additional research isneeded on best practicesfor providing care to socially at-risk
heneficiaries. Best practices, once identified, need to be scaled.

Implement
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In particular, Recommendations 1.5, 1.6, 2.3, 2.4, and 2.5 address how to account for social risk in
measues and programs, including both VBP programs and quality reporting programs.

Table 1.1. Recommendations: Whether to Adjust for Social Risk Factors by Type of Measure and
Program

Measure Type Whether to Adjustfor Social Risk Factors
Quality Reporting Program: VBP Programs
Process Measures No No
Outcome Measures No No
Patient Experience Measure Yes Yes
Resource Use Measures No Yes
Program Performance Score No No

Note: VBP=valubased purchasing.
a b 2nédicates a recommendationot to adjust for social risk factors.
G, Sa¢ AYRAOFLGSaAa I NBO2YYSyRIFIGAZ2Yy G2 | R2dzald FT2N) a20AFLt Nwxal 7

IV. Next Steps

CKAA wSLR2NIQa lylfeara FyR NBO2YYSYRIFIGA2ya | RRNBa
However they also raise additional questions and propose new policies that should be evaluated for their
effectiveness of achieving the intended results and potential unintended consequences.

A. Measure and Report Quality for Beneficiaries with Social Risk Factors

The findings about the current state of data collection for social risk factors suggest some changes that
could improve social risk data collection and use to improve health outcomes. First, social risk measures
and data collection tools could be standardizacross federal, state, and local programs. Additionally,
within the health care system, social risk factors could be mapped to electronic health record (EHR) fields
and/or diagnosis codes. Existing EHR fields and diagnosis codes could also be expandedigo
FRRAGAZ2YIE a20A1Ft NARA]l FLFEOG2NE YR Y2NB AYyF2N¥I (GA:
being done to improve social risk data collection, but these are typically private efforts and many groups
are working in the same area. fwese efforts mature, it may be appropriate for the Department to set
data collection standards and common data elements for social risk factors so that data can be collected
in a systematic way and easily shared. Once this information is availablengrgchgress in improving
outcomes for socially atisk beneficiaries will be important.

B. Set High, Fair Quality Standards for All Beneficiaries

These illustrate the difficulty of assessing the role of risk factors across measures, particularly when risk
adjustment approaches differ so much between the various quality and resource use measures included

Ay aSRAOIFINBQa yAYyS +. tadjustiheBthpidrodch that touldibe luse® hchaBs NI & |
measures and programs, and modified as necessary and appmpsiauld help to address this issue.

This Report does not specify exactly which factors should be included in such a standadjusskent
approach, but the findings about the medical and social risk factors evaluated provide some insights.
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Includingfunctional risk adjustment would likely improve current medical risk adjustments that currently
only use comorbidities. Including functional risk factors would also allow social risk to be assessed more
accurately because some of the effect currently atited to social risk may actually be due to functional

risk. Additional analyses to determine which functional risk factors should be included is still needed.

In terms of including social risk factors in the standard-ridR 2 dza G YSy (0 | LILISEHIQK = G KA 2
suggest that including dugnrollment status makes only small average differences in program impacts
between safetynet or highdual providers and other providers. In terms of additional sources of social

risk information (beyond Medicare datahe findings suggest that duahrollment status is a good proxy

for social risk, and adding any of the additional measures of social risk evaluated (including other Medicare

or survey data) would not substantially improve the measure risk adjustmemrioeyhat is achieved by

including duakenroliment status. Note, however, that the small sample sizes of the MCBS make the
findings using this survey less conclusive; results from the forthcoming analysis using the American
Community Survey may be differemmd shed more light on these conclusions.

C. Reward and Support Better Outcomes for Beneficiaries with Social Risk Factors

Providing highguality care for all beneficiaries requires understanding which approaches are successful
for socially atrisk beneficiaes specifically. Such understanding in turn requires rigorous evaluations of
current interventions to determine what works, and sharing and promoting best practices across the
health care system. Since many current interventions include referrals tal smrvice providers, the
health care system needs community resouraesd links to social servicproviders to address
0SYSTAOAI NR S asQuellaad @ bétter undSstaRding of their efficadpe cost of these
interventions and services shouldsalbe evaluated to understand the additional resources needed to
achieve high quality outcomes for sociallyrsk beneficiaries.

Equally important will be tracking supplemental benefits to address social needs provided by the
promisingflexiblestate andfederal policiess they are implemented, includirigeir success ilmproving

health outcomes for socially #isk populations It will also be important to understand what
supplemental benefits MA plans offer with the new flexibilities for supplemdmtalefits authorized by

the CHRONIC Care Act, as wellttass extent to which any additionabenefits address Medicare
0SYSTAOALI NR S ai@pact guality larfd regoSré&eRise meagurddditionally, byensuringthat

the measuresand programs are relant for dually enrolled beneficiaries through reporting measures
separately for dually enrolled and other beneficiaries and including health equity measures in VBP
programsa S RA OF NB Qa willbé bettdNabla thincéritivizigh-quality care forsocially atrisk
beneficiaries

Beyond the specific approaches needed for sociallysétbeneficiaries, future work should evaluate the
success of the move to vakibmmsed programs. Addressing social needs is only one part of moving te value
based care. & new VBP programs are adopted and existing programs mature, it will be important to
understand whether these programs are achieving their objectives and avoiding unintended
consequences.
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Chapter 1.Introduction

In recent years, th&).S. Department of Health and Human Servimsembracedvaluebased purchasing

(VBPy & | adGN)rGS3e FT2NJ GKS aSRAOFNB LINPBANFXY (2 | OKA
measured by qualityoutcomes and cost of caraVhile definitions of VBP vary, the general policy
objectives are tanoveaway from feefor-service paymers, to payfor health carequality versusquantity

of services providedand toincentiviz the provision of patiententered, coordinated careUnder these

policies, providersthat participate in Medicarare held financially accountable for both the cost and

quality ofhealth careservicesWhile strong incentives faaichieving VBP objectives aratical, it is also

important to apply such incentives fairythat is, to recogniz when these incentives plagalans or

providers at arelative disadvantageln this regardthere has beertonsiderablediscussion omwhether

VBP programshould account for differences in populationgetween providers and, in particular,

whether programs should account for beneficiaries witbcial risk factoro I £ a2 1y 26y | a a
RSGSN)YAYI yicthat B, Peofte$olr Whiork fadiors such as income, housing, social support,
transportation, and nutrition might adversely affect access to health services or desired health
outcomes!’ The ongoing transition to VBP has been accompanied by growing recognitido ttitieve

+ . tofjéctivesi KS y I GA2y Q& KSIf GK O NB ciéd &l domiBuNily sedviees G S Y Y«
to address social risk facto?$.This Report will explore emerging trends among providers who are
addressing social risk factors in part by developing linkages with setiatesprovidersand other
communitybased organizations.

Congress responded to the need to develop kigiality evidence to guide policy decisions about the role

of social risk in VBP in part by calling for this Refg#ettion 2(d) of the Improving Mexdire PostAcute

Care Trasformation (IMPACT) Act of 20tdlled for the Secretary of Health and Human Services (HHS),

acting through theDffice of theAssistant Secretary for Planning and Evaluation (ASPE), to conduct a study
evaluating the effect of indvRdzc £t aQ &a20A2S02y2YAO adliddza o6{9{0 2y
resource use under the Medicare prograihe statute (the full legislative text of which can be found in

GKA& OKIFLIGSNRa | LIWSYRAEOD NBIljdzANBSa || &addzRé 6AGK (K.

1 Sudy ASPévhich focusedn SESnformation currently available in Medicadata, andMedicaid
eligibility and urbarversusrural location® Study A introduced the broader concept of social risk
factors to replace SES and was submitted as a Report to GarigrBecember 2016.

1 oStudy B ¢  geKpar@dthe analyses by using Adedicare datasets texamine the impact of
risk factors on quality resource use, and other measgisethe subject of this RepoftStudy B
was due to the Congress in October 2019.

2 Note thatin this Reporti KS G SN)Y 4G LINE GARSNEE A& dzadblsis fadlitied, yiush@ 0 S LIK
facilities, Medicare Advantage contracts, .etc

b¢ KS GSN) a{ddzR& ! ¢ A& o lsectoR2(B(Y)(A)oKIE Improving MedicaiRastyie y Rl G S )
Care Transformation (IMPACT) Act of 2014

¢ Improving Medicare Ri-Acute Care Transformation (IMPACT) Act of 28&4tion 2(d)(1)(A)

4 Improving Medicare Posicute Care Transformation (IMPACT) Act of 28&4tion 2(d)(1)(B)
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1 An examination of nofMedicare data source® inform and contextualize Studies A and B
focusing on data availability and us&he National Academies of Science, Engineering, and
Medicine (NASEMrepareda set of five reports commissioned BPENndreleased in 2017 on
this topic ThisReport builds on and extends the NASEM data work

1  Recommendations by the Secretary on 1) how CMS should obtain access to the necessary data on
SES (if the data is not already being collected) and how to address barrarsetss to the data,
and 2) how CMS should account for SES in quality, resource use, and other measures and in
payment adjustments based on those measures, if Studies A and B find a relationship between
SES and quality and resource use measures.

This Repdrpresents the results of Studg, using both Medicare and névedicare data sources to
YSF adzNE 0SySTAOA I, HBng @it addioiahandysedldow the faderad gogeMiEnent

can help providers and health plans provide higlality care © all Medicare beneficiarie$n addition,

this Report outlines policy options that could potentially address social risk factors, and quantifies the
impact of these options on providers serving beneficiaries with social risk fatttatso expands on

data findings requested by the Congress in Study C. As required by sthtsifeeport provides evidence
YR NBO2YYSYyRIF(GA2ya NBfFGISR (2 GKS A&aadsS 27 | 002 dzy
specifically. However, since VBP prograres only one part of the larger goal of providing higilue,
patient-centered care, it also addresses the current state and future options for more comprehensively
addressing and integrating social risk factors within the Medicare program and the brioaakin care
system.

I. Valuebased Purchasing and Social Risk Factors

aSRAOFNBQA LI &YSyid LinNgyaNyganNdefligiefcy of behlih takefpaymentFof |
SEFYLX ST aSRA Ol K&« PurchasiigLBxogrant (HBP)f tidaSbegdisdd year 2013

(October 2012 reduces or increase& 2 A LA G £ 8Q aSRAOF NB LI ®dasdlyoid & F2NJ
performance on processes, outcomes, efficiency, and patient experidncaddition, the Hospital
Readmissions Reduction program (HRRP) and theitdb&cquired Conditions Reduction Program

(HACRP) reduce payments to hospitals based on their performance on quality measldiéenal VBP

programs are underway or in development in nearly all Medicare settings, including the ambulatory
domain for phgicians and dialysis facilities, in the pasute setting for skilleshursing facilities andh

home health agenciedn addition Medicare AdvantagéVA) Star Ratings affect quality bonus payment
determinationsand rebate retention allowances

To drivedelivery systemtransformation the Center for Medicar& Medicaid Innovation (CMMIls
authorized by statutdéo develop and test innovativdelivery systemand payment modelexpected to

reduce program costs while preserving or enhancing quality of édternative payment models (APMs),
whether CMMI models or permanent programs such as the Medicare Shared Savings Program in

almproving Medicare Pogicute Care Transformation (IMPACT) Act of 28&4tion 2(d)(1)(C)
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Medicare,vary substantiallybut these payment modelgenerally offerincentive payments to provide
high-quality and cosefficientcare

The movement to valuebased payment has fueled current interest in social risk factors. Indeed, as
payments are now tied to health outcomes, activity within the health care delivery system aimed at
addressing nomnedical factors that can affect hita outcomes has grown rapidly. Delivery system
transformation has created challenges and opportunities for addressing these social risk factors by:

1. Raising important policy issues concerning whether and how to adjuslity measures and VBP
performancescoresfor nonclinical patient characteristicsspecifically social risk factors

2. Raising awareness that nemedical factors such as social risk play a significant role in health
outcomesand thatthe success o¥BPmay require integrating social servicasan important
componentof coordinated personcentered care

¢KS FANRG 2F (GKS&S AaadzsSa Aa NBflFIGSR (2 olflyOAy3
providers and plans serving beneficiaries who present challenges in achieving bett@ames
particularly beneficiaries at social risk. The clear intention of VBP is to rewardjusadty care and
penalize poor quality? VBP focuses on payment and delivery models that better coordinate and integrate
care, a potentially powerful tool famproving outcomes fohigh-risk individualg! On the other hand,

the unique characteristics of sociallyrggk peoplemay mean that they are more likely experience worse
outcomes, even if the best care possible is provided to th&fhus, it may be maerdifficult for plans or
providers that treat a disproportionate share of sociallyrigk individualsto perform as well as their
counterparts treating more advantageddividualsotherseven if they offer objectively similar or better
quality-of-careX® If providers, especially those who serve sociallyisk beneficiaries, feel that they are
more likely to be penalized under VBP due to the population they serve, they may be discouraged from
joining VBP models with greater accountabitity’

The secondssue recognizes that not addressing these concerns-beatbuld jeopardize the ability to
FOKAS@PS +.tQa LIRftAOe 2028 0ivadsSheath car elivaysydtemadsa 2y
renewed awareness that medical care is only one of manyfadhat directly affect health outcomes.

Indeed, some argue that social risk factors may play a larger role in this respect than medié¢aleare.
providers may be discouraged from investing in infrastructure to address social risk factors at the
commurity level if initiatives to transform delivery systems do not account for the additional resources,

tools, and community partnerships needed to address social risk factors and improve health outcomes
and population healt#®2°

A recent survey, for exammlfound that nearly threejuarters of hospitals do not have dedicated funds

to address the social needs of target populatidh&or current Medicare APMs, Medicare payment
formulas established by Congress limit which services can be paid. At the saandrirad population

health models will need to engage mudgéctoral stakeholders, including public health agencies, health
care providers, social service providers, and community organizations, to comprehensively address
policies and community infrastruste needs that influence health outcomeStrategies for better
incorporating social risk factors into care regimens include: better coordination among health care
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providers, coordination between health care and social service providers, incorporating wotym
resources, and rethinking traditional insurance benefit packages. All these strategies will require a new
and improved data infrastructurethat is, one that collects and standardizes social risk data elements
and makes them easily available acrossp| providers, and community participants.

Il. Policy Questions and Goals

This Report to Congress is intended to address and inform both of the important policy issues described
above. The research, policy analyses, and recommendations contained in the Repgttided by the
following three policy questions:

1. { K2dz R a2YS 2NJ Iff 2F aSRAOINBQa +.t LINRINIYa
and/or payment?

2. {K2dzZ R 11 { NRdziAySte O2tftSOG Y2NB SEGStgrargdsS |y
than is currently available?

3. How canHHSachieve better outcomes for all Medicare beneficiarieddmjlitating the ability of
providers anccommunities to address social risk factors and integhagalthand social services?

This Report reflects theequirements of the IMPACT Act, both the studies and recommendations, and the
rapidly emerging issues and evidence available since the completion of Study A. The first two policy
guestions respond directly to the requirements of the IMPACT Act. The tidrstign, while not explicitly
required, speaks to the more comprehensive issues of addressing social risk factors as part of a system
that provides higkvalue, patientcentered care.

This Report will address these questions with the following goals id:min

1. Improve overall health care quality and outcomes for Medicare beneficiaries
2. Foster health equity throughout thbealth caredeliverysystem

lll. Structure of This Report

This Report is divided into four sections. Section One introduces the Report. Sestioprdsents
guantitative analyses of the role of social and medical risk in quality measures and VBP programs using
new data sources. Section Three includes qualitative analyses of emerging areas in addressing social risk
in the Medicare program. Sectiom# summarizes findings and recommendations.

In the first section, dllowing thisIntroduction, Chapter 2 provides a comprehensive description and
RSTAYAUGAZ2Y 2F &a20ALft NR&A]l FLOG2NR 0aGa20AFf RSOSSNy
and 234Sa o0& NBGOASgAy3d {(dzReé ! Qa FAYRAYy3IA YR ARSY(
address.

Section Two, the quantitative analyses, begins with a discussion of the research questions and analytic

approach employed to address them. It thpresents results from quantitative analyses aafditional
data sources for both social and functional risk data. This section builds directly on work from Study A,
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adding new functional and social risk factors not evaluated in the first Report. This seatioth s¢so
LINSaSyida | FNIYSEg2N] F2NI OKAY1AYy3a | o2dzi az20ALft |y

The gquantitative analyses described in Section Two involve: 1) functional risk factors using Medicare
claims, 2) social and medical risk factors ushgMedicare Current Beneficiary Survey (MCBS), and 3)
planned analyses of the American Community Survey (ACS) that could not be included in this Report as
the data was not yet available at the time of submission. These analyses address the followinchresear
questions based on those examined in Study A:

1. What is the association between social risk factors, medical risk factors, and patient outcomes on
Medicare quality andesource useneasures?

2. What is the association between social risk factors, medidafatgors, and provider performance
on Medicare quality andesource useneasures?

3. How would accounting for social risk or unmeasured medical risk affect provider performance on
quality and resource use measures and in quality programs?

Section Three on ablessing social risk in the Medicare progréosuuses orthe policy question of how

HHS can support the provision of quality care for sociallysitbeneficiaries. It considers two important

I NSFay a20AFf NRA] RFGF | s6dal risBNdctarst k idchides dage sthdRRONB a &
how electronic health records (EHR) vendors are incorporating social risk factors into their products and
alsohowMAK S f G K LJ I ya | NB | RRNX aThidsgcon al®yh8ubds espedh SaQ a
submitted to a request for information on provider and health plan approaches to improving care for
Medicare beneficiaries with social risk factors.

The last section, Section Four, uses the findings throughout this Report for policy analyses and
recoY YSYRFGA2yad ¢KS aSOGA2yQa FANRG OKI LIISNI LINBaSy(
F2N) a20A1f NARa]l] Ay aSRAOFNBQ&a +.t LINPIAINIYAD ¢KS vy
the policy questions presented above, guided by thieé-part Strategy for Accounting for Social Risk in

aSRA OVBRB@@EmMSA y i NE RdzOSR Ay {iGdzReé ! @ ¢KS TFAylf OKI LI
and lays out next steps for an Hid&le strategy.
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The United States, despite having masiatively worse health outcomes, including life expectancy, has
higher spending on health care, as a percent of gross domestic product (GDR)! thidgwer high-income
countries belonging to the Organisation for Economic Cooperation and Development)(@igGiz2.1).!

Figure2.1. Health and Social Spending for OECD Countries
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Economic Gaoperation and Development

Recent efforts to quantify the contributions of different factors to liekaoutcomes have suggested that
social and economic factors may play a larger role than clinical care. For example, the County Health
Rankingsveightssocial and economic factoesthe largest contributor to overalength and quality of

life at 40%, wHe clinical care (both quality and access) contributes only Zd§aire2.2).
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Figure2.2. Relative Contribution of Factors to Health Outcomes
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Source: Booske BC, Athens JK, Kindigark H, Remington PL. Different Perspectives for Assigning Weights to Determinants of
Health. University of Wisconsin: Population Health Institute; 2010 Fehruary
http://www.countyhealthrankings.org/sites/default/files/differentPerspectivesForAssigningWeightsToDeterminantsOfHealth.p
df.

Such findings suggest that addressing the relatively high spending and worse eataorthe United

States will require better aligning health and human services programs by thinking differently about

health care payment and health service delivelyy S 2 F (1 KS 5 SLJ NI Yoasédicara, LINR 2 N
or transforming the health carsystem to one that pays for outcomes and health, rather than only for

services deliveredValuebased care includes addressing factors beyond health services that contribute

to health outcomes. Efforts to shift the current health care reimbursement sy#tem fee-for-service to

one driven by value and health outcomes have been underway for years in the U.S., starting with quality
reporting and payfor-LJS NF 2 N I y OS LINE 3 NJ Y & aptionsfoShoraeBumiamminRy LINE 3 NJ
basedservicesn lieu of ingitutional care, beginning in 19819 enable the elderly and the disabled to

continue to live in their communities is another example of this shift. Additional support came when the
Improving Medicare Posicute Care Transformation (IMPACT) Act of 2@tired studiesevaluating

GKS STFSOG 2F AYRADGARdAZ taQ a20A2S02y2YAO adalddza o
under the Medicare program.

Overall, however, the current health care delivery system still focuses largely on medical barghah

the role of social and economic factors on either access to care or health outcomes. Public programs have
rules about what services can be reimbursed using federal dollars: historically, health care expenditures
have been limited to treating illress and injury plus certain preventive services.

I. Defining Social Risk

Theterya @ az2ONMN XY IRSGEa 2T KSI f (i Kéthdesérive thesaci@ Arid Bcorddhié | T I C
factors that may affect access to care or health outcomes, althdligte are numerous definitions of
these terms, somenore widely used than others§ocioeconomic status (SES) is typically included as one
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of the many social risk factors, along with factors such as social support, community context, and the built
environment.

A. Social Bterminants of Health

z

¢tKS Y2al 02YY2y RSTAYAGAZ2Y 2F Gaz2O0Alf RSGSNXYAYI
hNBIFYyAT FGA2yYQa 621 hQauv /2YYAadaaAirzy 2y {20Al 5S3GSN
d20ALf RSUSNNATHdcyndiR yATAKSWBKAROKI 8IS@LX S I NB 02Nyz 3|
include three types of determinants: (1) socioeconomic and political context; (2) structural determinants

and socioeconomic position; and (3) intermediary determinants (health behaviors andloigysal

factors; health systems).

The U.SCenters foDisease Control and Prevention (CDC) and Healthy People 2020, a goveleunent
YEGA2yFE STFF2NI G2 aSG 3F32rta G2 AYLINRGS ! YSNAROI y2
definiton. TheCD RSTAYy S& &a20AFf RSGSN¥YAYylyida 2F KSIFfGK | a
f SEFNYy> ¢2N] = YR LIXIF&¢ yR AyOfdzZRSa FAGBS RSGSN¥YAYI
community context; (4) health and health care; and (5) hieahood and built environmerttHealthy

t S2LX S Hnun dzaSa GKAA RSTAYAGAZ2YY da/ 2yRAGAZ2YAEA AY
work, play, worship, and age that affect a wide range of health, functioning, and goglifg outcomes
andNRA a1 a¢ 6AGK GKS &lFYS STAQPS RSGSNX¥YAYylyida +ta GKS /&

In a recent article on definations related to social determinants of health, Alderwick and Gottlieb
RAFFSNBY(GALFIGS a20AFf RSGSNNYAYL Y Socidl derhinanis $n8oNJ NB |
health for better or worsé® In this sense, social determninants include both social risk factors (discussed

below) andprotective factors (community resources, resilience, hardiness, and other factors) that reduce

or mitigate social risk factors. Prative factors exist in every community and provide foundational
resources to build upon or improve community social health.

B. Social Risk Factors

Ly FEOSNYFGAGS odzi fSaa 02YY2y GSNXY aaz2O0Alf NRaJ
Engineeing, and Medicine (NASEM) Committee on Accounting for Socioeconomic Status in Medicare
tF@YSyid tNRBINIYAQ NBLRNI a! O02dzyGAy3a F2NJ {20AFf wA
CIFrOl2NBR®E ¢KAA NBLRZNI R Sdonsyudts thasicapiukelthe kewasislin whiethO G 2 NA
social processes and social relationships could influence key Heé@8tth | 4§ SR 2 dzi O2YSadé ¢K
five factors: (1) socioeconomic position; (2) race, ethnicity and cultural context; (3) gender; @) soci
relationships; (5) residential and community contétK S FANR G 2F GKSaS FIFOG2NAEZ
includes measures of income, wealth, education, and occupation and is used instead of the term
Gaz20A2S02y2YAO0 adl (dzaoé

The NASEM report sugdgessing the terntt & 2 OATHH O (NSANiE ¢ G 2 & calddf dris@uctO K I NI O
that capture the key ways in whidocialprocesses and social relationships could influenceheajth-
NEfIFGSR 2dzi 02 YSa A yThs@&Rbdéer h&nizesiye ok bf dividdehréstiehae,

beliefs, attitudes, values, choices, and behaviors in health outcomes, in addition to the societal factors
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2dzi02YvSaz YR UGKA&a wSLRNI dzaSa GKS GSNX aaz2OAl ¢

(KFid Yre 68 tSaa 4adz 2ABGuchsdcial fattofalohe/danotddtdRizie he@lth O 2 v {i N.
I.
RSGSNNAYLyYyda 2F KSIfGKdE

Similarly, in their articld f RSN3AO|1 FYyR D20GftAS06 RSFAYS az20Alt N
conditions that are associae ¢ A 0 K LJ2 2 NJ KSI f K theyraid othésSurthey defing® A R dzI €
social needs as the risk factors that an indivudal prioritizes to ad@fess.

C. Socioeconomic Status

The Improving Medicare Poghcute Care Transformation (IMPACT) Act of 2@dduired studies

evaluating the effect obocial risk factors includingy RA @A Rdzl £ aQ &d20A2S02y2YAO
measures and measures of resource use under the Medicare pro@acioeconomic status is typically

included as one of the many socialkrigactors, along with factors such as social support, community
O2yGSEGZ IyR (KS o6dAfi SYOANRYYSYyidiod ¢KS b!{9a NB
includes measures of income, wealth, education, and occupdtion.

D. Conceptual Models

Different corceptual models may be used to represent the role of social risk in health outcomes. These
models are not necessarily alternatives to the definition of social risk described above, but rather
complementary ways to understand how social risk influencesiihails and their health.

Although these models are not explicitly referred to in later chapters of the Report, they are important
context in understanding why and how social risk factors are related to health outcomes. Each of these
models is evidencbasal and describes a different potential pathway between social risk factors and

health outcomes. Therefore, at the individdalS @St = | a2 O0AFf NAR&]l FFEOG2NI YI
through one or more of the pathways described in the models. The aoagttions of this Report will

evaluate the relationship between specific social risk factors and health outcomes, but not necessarily the
pathway of this relationship.

1. HealthCare AccesdModel

Models of health care access, often include social risk aatN#SEM used one such model in their report
(Figure2.3). Using this framework, social risk factors such as socioeconomic position, gender, and social
NEfIFGA2yaKALIA AyTFfdzsSyOS |y AYyRAQkefRdbehlQigk fadrd, y A O
together withthe A Y RA @A R dzI ard hehRiGreF S0 Y & K G AYRAGARIZ f Q4 K&
which in turn leads to specific health outcomes.
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Figure2.3. Health Care Aass Model for Social Risk Factors
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Source:National Academies of Sciences, Engineering, and Medicine. Accounting for Social Risk Factors in Medicare Payment:
Identifying  Social Risk Factors. Washington, DC: The National Academies Press; 2016 July 12.
https://www.nap.edu/catalog/21858/accountindpr-socialrisk-factorsin-medicarepaymentidentifying-social

For example, income, a compent of the socioeconomic position risk factor (first column of the diagram),

YIe FTFFSOG 'y AYRAGARdIzZ £t Qa loAfAGE G2 LI & F2NI KSI
to care (second column of the diagram) as they cannot get urddfe health services (third column of

the diagram). Undiagnosed conditions or missed treatments may in turn lead to poor health outcomes

(last column of the diagram).

2. Ecologic Model

{ 20AL € NA a FILOU2NE IINB 2Fi0Sy Ol dieBrihanshof 1&&th | & & dz
depending on how they are assess@igure2.4). Downstream determinants (health services such as
GNBIFGYSyld 2F RA&ASIFaS0L FYR YARAGNBIY RSGSNX¥AYIlyiha
providinghealthy meals or transportation) are localized factthat can be addressedt the individual

level GgAGK ' RANBOUG NBfFOA2yakKALl 2 +ty AYRAOGARIZ f Qa
availability of lowincome housing) are targeted at rtiple individuals or communitie$.Upstream
RSGUSNNYVAYlIYyGa KIFE@S | ayvYrFfftSNI STFSOG 2y St OR AYyRAJD,

Factors in the ecologic model can be either social risk factors or protective factors that mitigateiskcial
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Figure2.4. Ecologic Model for Social Risk Factors

COMMUNITY
IMPACT

INDIVIDUAL
IMPACT

Modified from: Castrucci B, Auerbach J. Meeting Individual Social Needs Falls Short of Addressing Social Determinants of Health
Health Affairs Blog. January 16, 2019. (Accessed June 14, 2019, at
https://www.healthaffairs.org/do/10.1377/hblog20190115.234942/fu)l/

As opposed to the health care access model, the ecologidel does not show a mukitep pathway

between social risk factors and health outcomes, but instead categatiesminants orinterventions

by how targeted or diffuse they ar&or example, housing instability can be addressed through various
interventions. Selectingappropriate medications that do not need to be refrigerated for a homeless
beneficiary would be a targeted, downstream interventbrRRNB & a Ay 3 I y Pkoyidhg SA R dzl f
temporary housing after hospitalization for homeless benefiemis a more midstream, but still fairly

targeted intervention. However, changing zoning regulations to increaseinosme housing in a
community is diffuse, upstreamtervention addressing the needs of the entire community

3. Life Course Model

A final coceptual model to understand social risk factors is the life course framework. Under this model,
'y AYRA@GARdIZ t Qa OdzNNByid KSIFfGK Aa AyTFtdzsSyOSR o0& (F
(Figure2.5). This ikludes childhood and parental factors, adult factors, and family in adulthbod.
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Figure2.5. Life Course Model for Social Risk Factors

Family Childhood

Health Health
A Cycle of

Opportunity or
Obstacles

Adult
Health

Adapted from:Braveman P, Egerter S, Williams DR. The Social Detetmofdrealth: Coming of Age. Annual Review of Public
Health 2011;32:3898. doi:10.1146/anurewvpublhealth031210101218

For example, early childhood experiences are associated with physical, behavioral, and cognitive
development, which in turn influenc6 RdzOl G A2yt GG AYyYSyldd 'y AYRAGDAF
associated not only with their own health, but also the environment of their children, beginning the cycle

again.
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This chapter provides an overview of the specific tasks requested by Congress for Study A, submitted in
0KS 5SOSY0OSNJ wanmc wSLENL G2 /2y3daINBaaod .& NBOBASH)
addressing social risk it identified, this chapter provides context for understanding how this R&paaty

B)addresses remaining questions.

. Study A

Study A was submitted as a Report to Congress in December 2016. For that Report, the Assistant Secretary
for PRnning and Evaluation (ASPE) was tasked with using existing Medicare data to evaluate the role of
420A2S02y2YA0O ail G dzédbasédparghasind (YBPrpSoRAnG hckiBsQate settingsdzS

One of the first steps ASPE took under the IMPACT Ack wais to ask the National Academies of
Sciencs, Engineering, and Medicine (NASEM) to define and conceptualize socioeconomic status for the
purposes of Study A and StudytBis Report) The NASEM convened a panel of experts in the, frghd,

after conduding an extensive literature revieveoncluded as explained more fully in Chapterti2at the
appropriate frameworkwould bethat of social risk factors instead of socioeconomic status. Social risk
factors include socioeconomic position, race, ethniaignder, social context, and community contéxt.
These factors are discussed at lengtthia Study A Report and the NASEM reports

Study A evaluated the role of social risk across the nine VBP programs that existed when the Report was
submitted. AvailableMedicare data included the following social risk factors:d@ial enroliment in
Medicare and Medicaida marker for low incomg 2) residence in a lovincome area3) Black race4)
Hispanic ethnicity, an8) residence in a rural area. Disabilityas alscexaminedbecauseit is related to

many social risk factorgyasavailable in claims data, amdasalready used in some Medicare payment
calculationsProvider$in the top quintilefor proportion of their beneficiaries with each social risk factor

(for example, the physicians with the highest proportion of dyahrolled beneficiaries) were congiced

Gal FSweE LINB@yRSNE Ay

A. Findings
Study A had two main findings.

FINDING 1: Beneficiaries with social risk factors had worse outcomes on manitygmaeasures,
regardless of the providers they saw, and deahroliment status was the most powerful predictor of
poor outcomes.

Beneficiaries with social risk factors had poorer outcomes on many quality measures, including process
measures (e.g., cancscreening), clinical outcome measures (e.g., diabetes control, readmissions), safety
(e.g., infection rates), and patient experience measures (e.g., communication from doctors and nurses),

2 Note thatin this Reporti KS G SN)Y GLINPPARSNEE A& dzZaSR (2 AYyRAOFGS LI
facilities, Medicare Advantage contracts, .etc
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as well as higher resource use (e.g., higher spending per hospitaission episode). Thiinding
remainedtrue even when comparing beneficiaries at the same hospital, health ptnguntable care
organization ACQ, physician groupskilled nursindgacility, or home health agencybual enrollmenin
Medicare and Mediaid was typically the most powerful predictor of poor performance among those
social risk factors examinealthough the relationship between dual enroliment and outcomes varied
across quality and resource use measufes the most part, these findinggere moderate in size (dually
enrolled beneficiaries had 180% increase in poor outcomes like admission, readmission, and mortality)
andpersisted after risk adjustmenas well agicross care settings, measure types, and programs.

FINDING 2: Providers thdisproportionately served beneficiaries with social risk factors tended to have
worse performance on quality measures, even after accounting for their beneficiary mix. Under all five
value-based purchasing programs in which penaltiegsere assessedin 2016, these providers
experienced somewhat higher penalties than did providers serving fewer beneficiaries with social risk
factors.

In every care settingxamined providers that disproportionately cared for beneficiaries with social risk
factors tended to prform worse than their peers on quality measures. Some of these differences were
driven by beneficiary mix, but some persisted even after adjusting for beneficiary characteristics. As a
result, safetynet providers were more likely to face financial pdiga across afive operationalMedicare
VBPprogramsin which penalties were assessedcluding programs in the hospital, physician group, and
dialysis facility settings. Medicare Advantage(MA) organizationscaring for more socially atsk
beneficiares were also less likely to receive bonusele Bingle exception was that ACOs with a high
proportion of duallyenrolled beneficiaries were more likely to share in savings undeviddicare Shared
Savings Program, despite slightly worse quality scores

Study A examined several options for accounting for social risk in VBP measures and programs, including
risk adjusting measures and assigning penalties within peer groups. Although the social risk factor of dual
enrollment was generally a statisticallymificant predictor of poor outcomes, adding dual enrollment to
measure risk adjustment had a small effect on average penalties or bonus payments for most VBP
programs. Assigning penalties within peer groups was more effective at equalizing payment adfastme
between safetynet and other providers.

Importantly, in every setting, be it hospital, health plan, ACO, physician gskilfed nursindacility, or
home health agencysome providers seivga high proportion of beneficiaries with social risk fastdid
achieve high levels of performanc&his suggests that high performance is feasible with the right
strategies and supports.

B. Strategies and Considerations

¢ KS 5SLJ NI YSy (i QaBPp@drains under wihiglall Retligaget benkficiaries receivibe
highestquality health careservicesln the context of the findings from Study A, it is clear that doing so
requires a multipronged approachrdposed solutions that only account for social risk in quality measures
or program adjustments without corggring the broader delivery system and policy context are unlikely
to fully mitigate the relationship between social risk factors and outcanheveraging VBP programs
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carefully was deemed critical to enhancing, rather than threatening, access to andipnoof high
quality care for beneficiaries with social risk factors. To this end, the Department proposed three
strategiesF 2 NJ | OO02dzy G Ay 3 T 2 NYBPRroQramgFigured1x{ Ay aSRA Ol NBQa

Figure3.1. StrategesT 2 NJ | 002 dzy i Ay 3 T2 NJ { 2-Baged Purchasirig Progiayhs a SRA O |

The first strategy requires thgberformanceon quality and outcomede measured and reported
specifically for beneficiaries with social rigkctorsto allow policymakers and clinical leaders to identify,
track, and address disparities in care.

The second strategy is to skigh, fair, quality standardsfor all beneficiaries? KSGKSNJ G KS & T A
standard adjusts for social risk will depeoid the type of measure and how the considerations outlined

earlier apply to that particular measure. Achieving this second goal also requires studying all measures to
determine whether accounting for frailty, medical complexity, functional status, or démeors might

improve their ability to fairly and accurately assess provider performance.

The third strategy rewarding and supporting better outcomestems from the recognition that meeting
quality standards, particularly for outcome measures, may be dérafdr beneficiaries with social risk
factors, who face specific challenges to achieving good health outcomes.
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